Akut miyokard infarktüsü sırasında spontan reperfüzyon sık olarak gözlenir. Primer perkütan transluminal koroner anjiyoplasti öncesi spontan reperfüzyon olması iyi sonlanı-mın bağımsız belirtecidir. Bu hastalarda plak duyarlılığı-nın tanınması kritik rol oynar.
The significance and implications of the clinical markers of spontaneous reperfusion (SR) during acute myocardial infarction (AMI) have not yet been investigated in detail. The reported incidence of SR during AMI varies widely (7-57%) . [1] [2] [3] [4] [5] [6] Recent studies have shown that SR before primary percutaneous transluminal coronary angioplasty (PTCA) is an independent determinant of procedural success, myocardial salvage, and improved outcome. [4] [5] [6] Determination of plaque vulnerability is crucial in patients with AMI after early SR.
CASE REPORT
A 56-year-old man was admitted to our center with severe chest pain which began one hour previously. Upon admission, the blood pressure was 130/60 mmHg, and the remaining physical examination was unremarkable. The laboratory examination, including C-reactive protein, was normal except for mild leucocytosis (12600/mm 3 ) An electrocardiogram revealed 2 mm ST segment elevation in inferior leads (Figure 1a) , and the patient was admitted to the catheterization laboratory for primary PTCA with a diagnosis of acute inferior myocardial infarction. Before the procedure, the patient was given 5000 U intravenous heparin, 300 mg aspirin, and 600 mg clopidogrel. A selective right coronary angiography (CAG) revealed that the mid region of the right coronary artery was obstructed by abundant thrombus with thrombolysis in myocardial infarction (TIMI) grade 0 flow (Figure 1b) . By that time, marked bradycardia had developed with a heart rate of 40/min. This necessitated a temporary pacemaker implantation and a removal of the guiding catheter. After the temporary pacemaker implantation, the right guiding catheter was inserted again, and a second film, obtained within five minutes of the first one, interestingly demonstrated spontaneous reperfusion of the right coronary artery with TIMI grade 3 flow and distal embolization of the thrombus (Figure 1c ). After SR with TIMI grade 3 flow, the chest pain entirely disappeared, and the ST segment elevation rapidly recovered (Figure 2a) . Because of the distal embolization of thrombus, intravenous tirofiban infusion was administered for 48 hours. The patient was then medicated with aspirin 300 mg/day, clopidogrel 75 mg/day, and enoxaparine 1 mg/kg/12 hours, In addition, the patient received a beta bloker, ACE inhibitor, and statin therapy. The maximum troponin concentration was 0.249 ng/ml, and the cardiac enzymes remained within normal limits. During in-hospital follow-up, no complications occurred, and the patient was discharged six days later.
One week later, a computed tomography angiography (CTA) was performed which demonstrated nonsignificant atherosclerotic plaque in the mid region of the right coronary artery where the obstructive thrombus had been initially observed (Figures 2b, c) . Also, one month after initial admission, an intravascular ultrasound (IVUS) examination of the right coronary artery was performed, and vulnerable plaque was shown at the same location of the obstructive thrombus (Figure 2d ).
DISCUSSION
Despite primary PTCA, a substantial number of patients fail to achieve complete coronary patency. However, some patients have SR on preintervention angiograms. [4] Early SR is probably due to relief of coronary spasms, endogenous lysis of thrombus, or both. [7, 8] Administiration of aspirin, heparin, and clopidogrel before the procedure may also contribute to SR. Plaque vulnerability plays a crucial role in the management of disease, as well. Imaging techniques, such as IVUS, may detect additional characteristics of plaque and assess the risk of vulnerable plaque.
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